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ABSTRACT
Background: This review focused on evaluation of United Kingdom 
social prescribing schemes published in peer-reviewed journals and 
reports. Schemes, including arts, books, education and exercise “on 
prescription” refer patients to community sources of non-clinical 
intervention.
Method: A systematised review protocol appraised primary research 
material evaluating social prescribing schemes published 2000–2015. 
Searches were performed in electronic databases using keywords, 
and articles were screened for evaluation of patient data, referral 
process, assessment method and outcomes; non-evaluated articles 
were excluded.
Results: Of 86 schemes located including pilots, 40 evaluated 
primary research materials: 17 used quantitative methods including 
6 randomised controlled trials; 16 qualitative methods, and 7 mixed 
methods; 9 exclusively involved arts on prescription.
Conclusions: Outcomes included increase in self-esteem and 
confidence; improvement in mental well-being and positive mood; 
and reduction in anxiety, depression and negative mood. Despite 
positive findings, the review identifies a number of gaps in the 
evidence base and makes recommendations for future evaluation 
and implementation of referral pathways.
Introduction
The United Kingdom’s (UK’s) National Health Service (NHS) faces increasing pressure on its 
resources during a time of financial constraint consistent with state and private health organ-
isations in many countries. Consequently, voluntary organisations and charities as third 
sector organisations are increasing their role in providing an adjunct to primary care services 
(Coid, Williams, & Crombie, 2003; Secretary of State for Health, 2006). Social prescribing, also 
referred to as community referral, has gained considerable attention in recent years (Husk 
et al., 2016; Kilgarriff-Foster & O’Cathain, 2015; Mossabir, Morris, Kennedy, Blickem, & Rogers, 
2015; South, Higgins, Woodall & White, 2008). Social prescribing is defined as: “A mechanism 
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for linking patients with non-medical sources of support within the community” (CentreForum 
Metal Health Commission, 2014, p. 6). These sources of support could be for patients with 
social, emotional, or practical needs and considered vulnerable or at risk, such as people 
living with long-term health conditions (Mossabir et al., 2015), frequent health service attend-
ees and those in social isolation (Kilgarriff-Foster & O’Cathain, 2015), with mild-to-moderate 
depression (Husk et al., 2016) or psychosocial problems (Grant, Goodenough, Harvey, & Hine, 
2000).
Social prescribing is viewed as a means of addressing mental, psychosocial, or socioeco-
nomic issues, and enhancing community well-being and social inclusion (Scottish 
Development Centre for Mental Health, 2007). As such, it is an emerging strategy for tackling 
health inequities through partnerships between primary care and third sector organisations. 
Whilst community referral has tended to be instigated by primary care services through a 
range of referral models, appropriate community structures (e.g. third sector organisations, 
community groups and voluntary services) need to be in place to support this referral (Friedli, 
Jackson, Abernethy, & Stansfield, 2009). Well-known models of social prescribing comprise: 
“Arts on Prescription”; “Books on Prescription” / “Bibliotherapy”; “Education on Prescription”; 
and “Exercise Referral/Exercise on Prescription”; lesser known models include “Green Gyms” 
and other “Healthy Living Initiatives”; Sign Posting’/“Information Referral”; “Supported 
Referral”; and “Time Banks”.
Models of social prescribing
Arts on Prescription: The arts (e.g. Clift et al., 2009) have made important contributions to 
well-being across different geographical areas and socioeconomic groups. The importance 
of Arts on Prescription schemes to national well-being was identified in a major policy report 
by the (UK) All Party Parliamentary Group on Wellbeing Economics (APPG/WE, 2014). The 
report concluded that Arts on Prescription offered a framework to “look beyond clinical 
interventions” (APPG/WE, p. 40), in order to provide a context for the delivery of arts and 
well-being programmes that “have a wider role to play in meeting local authorities’ health 
and wellbeing objectives” (p. 40). This is the first report of its kind internationally, that we 
are aware of, to specially call for the further development of an Arts on Prescription policy 
as part of one country’s national agenda on well-being. With the publication of the APPG/
WE report, the UK joined Australia and Finland as one of first three countries to support on 
a national level, the value of arts in health and well-being (Australian Government, 2013; 
National Institute for Health & Welfare, 2014).
Arts on prescription programmes offer creative and participatory workshops (e.g. dance, 
drama, music, painting, and poetry) to support patients with mental and physical health 
issues. Research shows that creative activity has a positive effect on mental health, is related 
to self-expression and self-esteem, initiates opportunities for social contact and participation 
(Huxley, 1997), and provides purpose, meaning and improved quality of life (Callard & Friedli, 
2005; Tyldesley & Rigby, 2003). A national study evaluating the impact of arts programmes 
for patients with common mental health conditions (e.g. anxiety, depression, phobia, eating 
disorders) found that participants felt more empowered and confident, and experienced 
reduced feelings of social exclusion and isolation (Hacking, Secker, Spandler, Kent, & Shenton, 
2008).
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Books on Prescription/Bibliotherapy: Uses self-help books to enable people to manage and 
understand psychological issues. A core collection of 30 books written and selected by health 
professionals employ cognitive behavioural therapy principles for common mental health 
conditions. General or mental health practitioners make a referral for a book borrowed “on 
prescription” from a local public library that can also be accessed through self-referral. A 
study exploring effects of leisure activities, including reading, on dementia risk for partici-
pants over 75 years without dementia at baseline, showed that certain activities (e.g. board 
games, dancing, playing musical instruments and reading) were associated with reduced 
risk; reading lessened the likelihood of dementia by 35 per cent, second only to dancing at 
73 per cent (Verghese et al., 2003). For reducing stress levels, reading was 300 per cent better 
than taking a walk and 68 per cent better than listening to music (Mindlab International, 
Sussex University, 2009).
Education on Prescription: Consists of referral to formal learning opportunities, including 
literacy and basic skills that can involve the use of learning advisers placed in educational 
establishments, day services, mental health teams or voluntary sector organisations, to iden-
tify appropriate educational activities for individuals and support access. Learning oppor-
tunities impact positively on health by improving an individual’s socioeconomic position, 
access to health services and information, and resilience, problem-solving, self-esteem and 
self-efficacy (National Institute for Adult Continuing Education, 2003). A longitudinal UK 
study of the health impact of learning for 10,000 adults found that participation in education 
contributed to shifts in attitude and behaviour resulting in increased exercise, life satisfaction, 
race tolerance, political interest and voting behaviour (Feinstein, Hammond, Woods, Preston, 
& Bynner, 2003).
Exercise Referral/Exercise on Prescription: Involves referring patients to supported exercise 
programmes (e.g. cycling, dance, gymnasium or leisure centre activity, keep fit, swimming 
and team sports). In addition to physical health improvement, benefits included learning 
new skills and achieving goals, improving the way that people look and feel about them-
selves, meeting new people, adding structure to the day and improving patterns of sleep. 
Since their inception in 1990, UK exercise schemes have increased to around 600 (Pavey et 
al., 2011a,b,c). Exercise therapy has been promoted as a realistic and readily available tool 
for depression for referral by general practice, or by self-referral (The Mental Health 
Foundation, 2005). A review of research into effects of exercise on mental health reported 
reductions in anxiety, depression and negative mood, with increases in self-esteem and 
cognitive functioning, concluding that exercise was a neglected intervention in mental health 
care (Callaghan, 2004). A positive association of physical activity with health-related quality 
of life and well-being was found among people with moderate to severe mental health 
diagnoses (Biddle & Mutrie, 2001). The biological basis for exercise referral is that regular 
exercise releases naturally occurring morphine-like neuropeptides (endorphins) produced 
by the central nervous system and pituitary gland, that inhibit pain signal transmission and 
produce feelings of euphoria (Hillman, Erickson, & Kramer, 2008; Vaughan et al., 2014).
Green Gyms/Ecotherapy: Support participants in becoming physically and mentally healthier 
through contact with nature (e.g. walking in parks, developing green spaces). Exercise in a 
natural environment has been associated with self-esteem and positive mood (Countryside 
Recreation Network, 2005; Pretty, Griffin, Sellens, & Pretty, 2003). Ecotherapy offered an acces-
sible, cost-effective complement to existing treatments for mild-to-moderate mental health 
conditions (Mind, 2013). In an assessment of well-being for UK allotment gardeners, the main 
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themes to emerge were “a space of one’s own, meaningful activity, increased feelings of con-
nectedness and improved physical and mental health” (Webber, Hinds, & Camic, 2015, p. 20). 
A review of studies on gardening as a mental health intervention found benefits across emo-
tional, social, vocational, physical and spiritual domains (Clatworthy, Hinds, & Camic, 2013). A 
national UK review demonstrated that green gyms had the greatest impact on participants 
with the lowest physical health on joining who were nine times more likely to improve whereas 
those with the lowest mental health were three times more likely to improve (Yerrell, 2008).
Healthy Living Initiatives: Use social prescribing models to support health improvement 
and address health inequalities by targeting disadvantaged sectors of the population. 
Initiatives involve activities prescribed by community nurses or other health visitors for pro-
moting health in its broadest sense (e.g. health checks, healthy eating, exercise and smoking 
cessation). Initiatives aim to give hope and encourage people to try different activities, 
develop new skills, make friends and have an enjoyable time. A review of exercise studies 
concluded that although there was an increase in numbers of sedentary people who became 
moderately active, health risk reduction was small because out of every 17 people referred, 
only one became moderately active (Williams, Hendry, France, Lewis, & Wilkinson, 2007).
Signposting/Information Referral: Consists of a series of links or “signposts” designed to 
guide patients to sources of health and welfare information (e.g. financial advice, care ser-
vices, housing support, treatment options, self-help and support groups). The prescriptions 
give information through websites addresses and telephone numbers, and provide current 
NHS and patient organisation updates.
Supported referral: Focuses on enabling mental health service users to identify and access 
support to meet their needs, though places less emphasis on specific activities. Options for 
referral depend on the level of support required; most models involve a facilitator whose 
role includes liaising with providers and enabling patients to access the service prescribed 
by overcoming practical barriers or providing moral support.
Time banks: Based upon mutual volunteering schemes, participants deposit time spent 
helping others and withdraw time when they need assistance. All time is valued equally and 
transactions are recorded by a time broker. The use of time banks within urban renewal 
recognised that isolation might be a source of poor health, and problems could be social 
rather than medical in origin. Over 290 UK time banks provided referral to services in parallel 
with IAPTs, and the Department of Health worked with Timebanking UK to explore practical 
aspects of rolling out time banks in GP surgeries (National Endowment for Science, 
Technology & the Arts (NESTA), 2013). Seyfang and Smith (2002) found that time banks 
attracted socially excluded groups such as disabled or retired people and, compared with 
traditional volunteers, around twice as many time bank volunteers were not in formal 
employment. Frequent volunteering impacted positively on self-esteem and quality of life 
through social interaction. Volunteering (under “Give”) was one of the “Five Ways to Wellbeing” 
(New Economics Foundation, 2009).
Social prescribing in the UK
Social prescribing has been on the UK public health agenda for nearly two decades but has 
gathered more momentum in recent years due to the social, political, and economic envi-
ronment, consequently, its potential to contribute to national health and well-being has 
been more widely recognised. The National Endowment for Science, Technology and the 
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Arts (National Endowment for Science, Technology & the Arts (NESTA), 2013, p. 6), for exam-
ple, stated that “it is the social context in which people live that often determines their health 
and wellbeing”, and Public Health England (2015, p. 4) recognised that “community empow-
erment occurs when people work together to shape the decisions that influence their lives 
and health and begin to create a more equitable society”. Mossabir, Morris, Kennedy, Blickem 
and Rogers (2015) reviewed social interventions that linked health service patients to com-
munity-based sources of support, some of which were social prescribing schemes, and sug-
gested that these interventions might bridge the gap between medical treatment and 
psychological well-being.
Key policy reports have provided a climate for social prescribing within local communities. 
The Prime Minister’s Challenge on Dementia (Older People & Dementia Team, 2012) stated 
that the NHS and Social Care were working with wider partners to try to reduce the use of 
antipsychotic drugs for dementia by two-thirds, and although they suggested there was 
much yet to do, there was a compelling case for more person- and community-centred 
approaches to public health and health care. The report advocated engaging and involving 
the wider community to support people with dementia so that they feel part of their com-
munity and participate in community life; actions might include practical help, group activ-
ities, and volunteering opportunities. It was also seen as important to combat social exclusion, 
especially of marginalised communities, by giving people a voice and to empower individuals 
and communities to take control over their lives.
As an influential factor, the Marmot Review (Marmot, 2010) highlighted the social deter-
minants of health inequity and although it did not refer overtly to social prescribing, it 
recommended the creation and development of sustainable communities, and strengthen-
ing the role and the impact of ill health prevention; key areas that social prescribing seeks 
to address. Scaled-up versions of individual social prescribing initiatives could be used to 
counter the social determinants of health inequity, in offering purposeful activities that build 
resilience in the face of mental and physical ill health, encourage social interaction, self-es-
teem and confidence, and develop individual and community resources.
The (Foresight Mental Capital & Wellbeing Project, 2008) found that positive mental health 
and well-being were associated with social and economic benefits (e.g. education, produc-
tivity, social connectivity and reduced crime rates) and identified two themes: The vulnera-
bility of mental resources and mental well-being to future challenges, and the potential of 
these resources to adapt, meet challenges and to thrive. Mental well-being was defined as 
“a dynamic state, in which the individual is able to develop their potential, work productively 
and creatively, build strong and positive relationships with others, and contribute to their 
community” Foresight Mental Capital and Wellbeing Project (2008, p. 10). Mental well-being 
was linked to “mental capital”, involving cognitive and emotional resources including cog-
nitive ability, flexibility and learning efficiency, and “emotional intelligence” comprising social 
skills and resilience to stressors. Key factors such as purposeful activity, health, social support 
and self-esteem were seen to build individual and community resilience by exploiting mental 
well-being and mental capital.
A greater UK emphasis on mental health and well-being has seen significant shifts in 
government policy including identifying mental well-being and the pursuit of happiness as 
clear and measurable goals; rolling out a National Wellbeing Programme led by Public Health 
England to foster mutual support, self-care and recovery implemented by local Health and 
Wellbeing Boards; prioritising investment in the mental health of young people; ensuring 
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that adults with mental illness receive the parity of care expected for physical illness; and 
promoting holistic approaches (CentreForum Mental Health Commission, 2014). Social pre-
scribing is recognised as a way of meeting these policy goals because it engages with social 
causes of mental and physical ill-health. Although referral to social prescribing schemes by 
health practitioners can be delivered through a range of models, all are heavily reliant upon 
the availability of appropriate community structures, such as third sector agencies and com-
munity groups (Public Health England, 2015).
To increase the provision and implementation of social prescribing, ideally, it is important 
for existing and planned schemes to conduct thorough evaluation of the health and well-be-
ing benefits at both individual and community level, and extrapolate the research findings 
to the health of the nation. It must be noted, however, that for Arts on Prescription as well 
as many other social prescribing programmes, funding has often not been made available 
for “state of the art” evaluation. It is perhaps easier to recognise that for physical health 
reasons, such as obesity and diabetes, prescription for exercise would be high on the agenda 
and yet, despite the reported expansion of primary focuses care referral to exercise schemes 
throughout the leisure industry, Dugdill, Graham, and McNair (2005, p. 1390), for example, 
found “sparse evidence underpinning their implementation”. The current review focuses 
therefore, on social prescribing schemes published in peer-reviewed journals and reports, 
such as those written by local government, third sector organisations or universities that 
utilise robust evaluation methods to provide evidence of the efficacy of these 
programmes.
Method
Search strategy
Using a systematised literature review format (Grant & Booth, 2009), the following data 
sources were used: Medline/Ovid, Embase, PsycINFO, Cochrane Library/Wiley, ISI Web of 
Science, EMBASE, SPORTDiscus, EBSCOhost, BioMed Central, NHS economic evaluation data-
base, Health Technology Assessment database, Science Citation Index trial registries. Searches 
were conducted using a combination of text words and indexed terms involving generic 
terminology (e.g. “social prescribing”, “community referral”, “referral schemes”) and specific 
types of scheme (e.g. “Arts on Prescription”, “Books on Prescription” “Education on 
Prescription”). Searches were conducted on words related to search terms (e.g. “prescribing”, 
“referral”, “consultation” and “primary care”). Synonyms and reference lists from previous 
reviews and meta-analyses were consulted.
The bulk of social prescribing schemes within the data sources reported on exercise 
provision (i.e. “exercise on prescription” (EoP) or “exercise referral” (ER)). National Institute for 
Health and Care Excellence guidelines (NICE, 2014) advised that the criteria for exercise 
referral should involve assessment by a primary care or allied health professional to deter-
mine that a person is sedentary or inactive, and that they are not meeting UK physical activity 
guidelines, such as “Start Active, Stay Active” (Department of Health, Physical Activity, Health 
Improvement & Protection, 2011). No similar criteria were found for other forms of social 
prescribing scheme such as arts, cultural and educational interventions, except for the defi-
nitions given earlier published in project reports. Hand searches were carried out for addi-
tional information on social prescribing schemes such as from secondary sources (e.g. reviews 
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and meta-analyses), grey literature (e.g. conference proceedings and government papers), 
and websites (e.g. for local authorities and third sector organisations) from 2000 to 2015.
Inclusion and exclusion criteria
The review included articles reporting evaluated UK social prescribing schemes written in 
the English language. Research focused on published articles in peer-reviewed journals or 
high quality government, third sector or university reports of UK studies containing analysis 
of primary research material. The review included articles with either or both quantitative 
and qualitative methodologies, and participants with mental and/or physical health issues. 
It excluded articles reporting non-evaluated UK social prescribing schemes and non-UK 
schemes or those not written in the English language. Furthermore, studies were included 
if the data analysis was of responses from patients/clients but excluded if the studies primarily 
obtained data from other participants in the study, such as general and other health prac-
titioners, facilitators or observers. Published protocols for trials not yet conducted or not yet 
published were omitted.
Results
Eighty-six articles and reports of social prescribing schemes were identified including five 
studies of pilot schemes; of these more than half (53%) had no published evaluation, whereas 
just under half (47%) contained evaluation of primary research material. Of the articles and 
reports with evaluation (n = 40), 17 (42%) employed quantitative methods which included 
eight (20%) randomised controlled trials (RCTs); 16 (40%) employed qualitative methods; 
and seven (18%) employed mixed methods (a combination of quantitative and qualitative 
evaluation) (Figure 1).
The division across social prescribing schemes of the 40 evaluated studies comprised 14 
(35%) for Exercise Referral; nine (22.5%) for Arts on Prescription; three (7.5%) for Supported 
Referral, two (5%) for Sign Posting; one (2.5%) for each of Education on Prescription, Health 
Peer-reviewed journal articles 
and reports publishing social 
prescribing schemes (n=86)
With evaluation of primary 
research material (n=40)
Without evaluation of primary 
research material (n=46)
Qualitative 
evaluation (n=16)
Quantitative 
evaluation (n=17)
Mixed methods 
evaluation (n=7)
RCTs (n=8)
Figure 1. extent of evaluation in peer-reviewed journal articles and reports, 2000–2015.
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Living Initiatives, and Time Banks, with nine (22.5%) for Social Prescribing in general con-
taining a range of local offers (Table 1).
Sample size varied considerably across evaluated schemes; smallest sample 10; largest 
sample 6541 (mean = 2003; median = 96; range = 6531) with larger sample sizes for mixed 
methods (mean = 1903; median = 220; range = 6492) and quantitative studies (mean = 1291; 
median = 460; range = 6393) than qualitative studies (mean = 135; median = 17; 
range = 1390). The sample sizes reviewed here are from studies (n = 35) where patient num-
bers were published and are from patients who provided data, not necessarily numbers 
initially referred to schemes; furthermore, additional data from health care practitioners or 
facilitators have been omitted from the above to solely represent service-user 
participation.
Of the 17 studies that conducted quantitative evaluation, 14 studies employed one to 
four standardised measurement scales comprising:
•  Anxiety: Generalized Anxiety Disorder Assessment: (GAD-7: Spitzer, Kroenke, Williams, 
& Löwe, 2006);
•  Cost effectiveness: Quality Adjusted Life Year (QALY: Drummond et al., 2009); EuroQol-5D 
(EQ-5D: Szende, Oppe, & Devlin, 2007);
•  Depression: Patient Health Questionnaire: (PHQ-9: Spitzer, Kroenke, Williams & Löwe, 
2006)
•  Functional status (health and wellbeing): Dartmouth CO-OP/WONCA Functional Health 
Assessment (Nelson et al., 1987); General Health Status (SF-36);
•  Hospital admissions: Hospital Episode Statistics (HES: Department of Health, Department 
of Health Statistics Section SD2 HES, 1998; Department of Health, 2004);
•  Mental health: General Health Questionnaire (GHQ: Sterling, 2011)
•  Mental wellbeing: 14-item Warwick Edinburgh Mental Wellbeing Scale (WEBWMS: 
Tennant et al., 2007); 7-item Short Warwick Edinburgh Mental Wellbeing Scale 
(SWEBWMS: Stewart-Brown et al., 2011);
•  Physical activity: Timed Up and Go test (TUG: Podsiadlo & Richardson, 1991); Physical 
Activity Recall (PAR) and 7-day Physical Activity Recall scale (7-d PAR: Sallis & Saelens, 
2000); Physical Activity Questionnaire (PAQ: Kriska & Caspersen, 1997);
•  Psychological wellbeing: Hospital Anxiety and Depression Scale (HADS: Zigmond & 
Snaith, 1983);
•  Quality of life: Delighted-Terrible Faces (DTFS: Andrews & Withey, 1976);
•  Social isolation: Social Isolation (SI: Hughes, Waite, Hawkley, & Cacioppo, 2004); and
•  Social support: Duke-UNC Functional Social Support Questionnaire (Broadhead, 
Gehlbach, De Gruy, & Kaplan, 1988).
The eight RCTs were split between Exercise Referral with six studies, and Arts on 
Prescription and Supported referral with one study each. Nine of the quantitative studies, 
though only four of the RCTs, reported the use of statistical tests including parametric and 
non-parametric tests of difference (e.g. paired-samples t-test, Mann–Whitney test, linear and 
multiple regression) and tests of association (e.g. chi squared test). These studies included 
Exercise Referral schemes that, in some cases, used inferential statistics to compare physio-
logical measures such as systolic and diastolic blood pressure, body mass index (BMI), and 
cholesterol. Two studies, not included in above, developed their own measures, testing 
correlation of items (Pearson and Spearman Correlation) and internal consistency (Cronbach’s 
alpha).
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 in
te
rn
al
 
co
ns
is
te
nc
y 
of
 m
ea
su
re
s;
 m
ul
til
ev
el
 
re
gr
es
si
on
 a
na
ly
si
s f
ou
nd
 th
at
 
pa
rt
ic
ip
an
ts
 w
ho
 a
dh
er
ed
 to
 
pr
og
ra
m
m
e 
re
po
rt
ed
 g
re
at
er
 
se
lf-
effi
ca
cy
 a
nd
 re
la
te
dn
es
s 
de
cr
ea
si
ng
 o
ve
r t
im
e;
 n
o 
si
gn
ifi
ca
nt
 
di
ffe
re
nc
es
 in
 o
th
er
 v
ar
ia
bl
es
 a
t 
3-
m
on
th
s
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ue
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Sc
he
m
e
Au
th
or
s
In
te
rv
en
tio
n
Pa
rt
ic
ip
an
ts
 
M
ea
su
re
s
A
na
ly
si
s 
an
d 
fin
di
ng
s
Fl
an
ne
ry
, l
ou
gh
re
n,
 
Ba
ke
r, 
an
d 
Cr
on
e 
(2
01
4)
M
ix
ed
 m
et
ho
ds
 st
ud
y 
of
 1
2-
w
ee
k 
pr
og
ra
m
m
e 
of
 3
0-
 m
in
ut
e 
se
ss
io
ns
; g
en
er
al
 p
ra
ct
ic
es
 a
cr
os
s 
so
ut
h 
G
lo
uc
es
te
rs
hi
re
Pa
tie
nt
s (
n 
=
 2
50
5:
 9
87
 m
; 1
51
8 
f)
 
ag
ed
 1
8–
94
 y
ea
rs
; W
hi
te
 B
rit
is
h 
(9
5%
); 
re
fe
rr
ed
 fo
r B
M
I >
30
 a
nd
 
de
pr
es
si
on
; p
at
ie
nt
s w
ith
 c
hr
on
ic
 
ill
ne
ss
 (n
 =
 3
12
)
se
lf-
re
po
rt
ed
 p
re
-p
os
t W
eM
W
Bs
; 
ph
ys
io
lo
gi
ca
l m
ea
su
re
s;
 p
ho
ne
 
in
te
rv
ie
w
s w
ith
 p
at
ie
nt
s (
n 
=
 1
4)
 
an
d 
pr
ac
tic
e 
nu
rs
es
 (n
 =
 2
); 
an
d 
co
st
 a
na
ly
si
s
Pa
ire
d 
sa
m
pl
es
 t-
te
st
s f
ou
nd
 si
gn
ifi
ca
nt
 
in
cr
ea
se
s i
n 
w
el
l-b
ei
ng
 a
nd
 se
ss
io
n 
nu
m
be
r a
t p
ro
gr
am
m
e 
en
d;
 
si
gn
ifi
ca
nt
 d
ec
re
as
e 
in
 sy
st
ol
ic
 b
lo
od
 
pr
es
su
re
 a
nd
 w
ai
st
 m
ea
su
re
m
en
t; 
no
 
di
ffe
re
nc
e 
in
 B
M
I, 
w
ei
gh
t l
os
s, 
hi
p 
m
ea
su
re
m
en
t, 
or
 d
ia
st
ol
ic
 b
lo
od
 
pr
es
su
re
; c
os
t p
er
 p
at
ie
nt
 c
om
pl
et
in
g 
pr
og
ra
m
m
e:
 £
13
.7
7
G
id
lo
w
 e
t a
l. 
(2
00
7)
D
oc
to
ra
l r
es
ea
rc
h 
pr
oj
ec
t, 
pa
tie
nt
s 
re
fe
rr
ed
 b
y 
he
al
th
 p
ro
fe
ss
io
n 
to
 
ex
er
ci
se
 p
ro
vi
si
on
 a
t l
ei
su
re
 
ce
nt
re
s a
cr
os
s s
ev
er
al
 e
ng
lis
h 
co
un
tie
s
Pa
rt
ic
ip
an
ts
 (n
 =
 3
56
8)
 re
fe
rr
ed
 o
ve
r 
3 
ye
ar
s (
20
00
–2
00
3)
 a
ge
d 
<
92
 y
ea
rs
re
fe
rr
al
 u
pt
ak
e 
1+
 se
ss
io
n 
an
d 
co
m
pl
et
io
n 
80
+
%
; a
ge
, g
en
de
r, 
ru
ra
lit
y 
of
 lo
ca
tio
n 
an
d 
le
ve
l o
f 
de
pr
iv
at
io
n 
as
 p
er
ce
nt
ag
es
 o
f 
co
un
ty
 p
op
ul
at
io
n 
as
 a
 w
ho
le
Ch
i s
qu
ar
ed
 a
nd
 M
an
n–
W
hi
tn
ey
 te
st
s 
fo
un
d 
re
fe
rr
ed
 p
at
ie
nt
 d
em
og
ra
ph
-
ic
s s
ig
ni
fic
an
tly
 d
iff
er
en
t f
ro
m
 re
st
 
of
 c
ou
nt
y:
 m
or
e 
ol
de
r a
du
lts
, 
w
om
en
, a
nd
 th
os
e 
in
 d
ep
riv
ed
 
ar
ea
s;
 lo
gi
st
ic
 re
gr
es
si
on
 sh
ow
ed
 
pa
rt
ic
ip
an
ts
 in
 ru
ra
l a
re
as
 w
ith
 
gr
ea
te
st
 d
ep
riv
at
io
n 
dr
op
pe
d 
ou
t 
so
on
er
H
ar
ris
on
 e
t a
l. 
(2
00
5)
rC
t 
co
m
pa
re
d 
ex
er
ci
se
 re
fe
rr
al
 p
lu
s 
w
rit
te
n 
in
fo
rm
at
io
n 
w
ith
 w
rit
te
n 
in
fo
rm
at
io
n 
on
ly
 fo
r p
hy
si
ca
l 
ac
tiv
ity
; s
in
gl
e 
bo
ro
ug
h-
ba
se
d 
12
-m
on
th
 sc
he
m
e 
in
 N
or
th
 W
es
t 
en
gl
an
d
Pr
im
ar
y 
ca
re
 p
at
ie
nt
s (
n 
=
 5
45
) 
de
fin
ed
 a
s s
ed
en
ta
ry
 b
y 
G
P, 
ra
nd
om
ly
 a
ss
ig
ne
d 
to
 in
te
rv
en
-
tio
n 
or
 c
on
tr
ol
 g
ro
up
, s
tr
at
ifi
ed
 fo
r 
ge
nd
er
, a
ge
 a
nd
 b
as
el
in
e 
CH
D
 ri
sk
Pe
rc
en
ta
ge
 o
f p
at
ie
nt
s m
ee
tin
g 
ph
ys
ic
al
 a
ct
iv
ity
 ta
rg
et
 9
0+
 
m
in
ut
es
 p
er
 w
ee
k 
of
 m
od
er
at
e/
vi
go
ro
us
 p
hy
si
ca
l a
ct
iv
ity
; 7
-d
ay
 
PA
r 
at
 6
- a
nd
 1
2-
m
on
th
s 
lo
gi
st
ic
 re
gr
es
si
on
 o
f i
nt
en
t-
to
-t
re
at
 
an
al
ys
is
 (d
ue
 to
 m
is
si
ng
 re
sp
on
se
s)
 
fo
un
d 
si
gn
ifi
ca
nt
 in
cr
ea
se
 in
 
in
te
rv
en
tio
n 
gr
ou
p 
at
 si
x 
m
on
th
s 
(1
0%
) b
ut
 n
o 
si
gn
ifi
ca
nt
 in
cr
ea
se
 a
t 
12
 m
on
th
s (
5%
); 
an
d 
no
 in
te
ra
ct
io
n 
w
ith
 g
en
de
r, 
ag
e 
or
 C
H
D
 ri
sk
Is
aa
cs
 e
t a
l. 
(2
00
7)
rC
t 
w
ith
 th
re
e 
ar
m
s:
 e
ffe
ct
iv
en
es
s 
an
d 
co
st
-e
ffe
ct
iv
en
es
s o
f t
w
o,
 
10
-w
ee
k 
pr
og
ra
m
m
es
 o
f e
xe
rc
is
e 
(le
is
ur
e 
ce
nt
re
 o
r l
ei
su
re
 
in
st
ru
ct
or
-le
d 
w
al
ki
ng
 p
ro
-
gr
am
m
e)
 o
r t
ai
lo
re
d 
ad
vi
ce
-o
nl
y,
 
in
 o
ut
er
 l
on
do
n 
bo
ro
ug
h
Pa
tie
nt
s (
n 
=
 9
43
) a
ge
d 
70
–9
4 
ye
ar
s, 
no
t c
ur
re
nt
ly
 p
hy
si
ca
lly
 a
ct
iv
e 
w
ith
 a
t l
ea
st
 o
ne
 C
H
D
 ri
sk
 fa
ct
or
 
re
fe
rr
ed
 b
y 
G
P
Co
m
pa
ris
on
 o
f t
hr
ee
 g
ro
up
s a
t 
ba
se
lin
e,
 1
0 
w
ee
ks
, 6
- a
nd
 
12
 m
on
th
s (
co
nt
ro
l g
ro
up
 
ra
nd
om
is
ed
 to
 in
te
rv
en
tio
n 
at
 
6 
m
on
th
s)
 fo
r p
er
ce
nt
ag
e 
ch
an
ge
 in
 se
lf-
re
po
rt
ed
 e
xe
rc
is
e,
 
bl
oo
d 
pr
es
su
re
, l
ip
id
s, 
an
d 
ch
ol
es
te
ro
l
In
cr
ea
se
 in
 p
at
ie
nt
s a
ch
ie
vi
ng
 1
50
+
 
m
in
ut
es
 p
er
 w
ee
k 
of
 m
od
er
at
e 
ac
tiv
ity
: l
ei
su
re
 c
en
tr
e 
(1
3.
8%
), 
w
al
ki
ng
 g
ro
up
 (1
1.
1%
) a
nd
 
ad
vi
ce
-o
nl
y 
(7
.5
%
); 
si
gn
ifi
ca
nt
 
re
du
ct
io
n 
in
 b
lo
od
 p
re
ss
ur
e 
in
 a
ll 
gr
ou
ps
 a
t e
ac
h 
as
se
ss
m
en
t p
oi
nt
 
co
m
pa
re
d 
w
ith
 b
as
el
in
e;
 
ad
vi
ce
-o
nl
y 
w
as
 th
e 
m
os
t c
os
t 
eff
ec
tiv
e 
fo
r p
er
ce
nt
ag
e 
ga
in
Ta
bl
e 
1.
 (C
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d)
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Ja
m
es
 e
t a
l. 
(2
00
9)
lo
ng
itu
di
na
l d
es
ig
n 
ov
er
 tw
o 
ye
ar
s 
(2
00
5–
07
) a
cr
os
s fi
ve
 le
is
ur
e 
ce
nt
re
s i
n 
lo
nd
on
 b
or
ou
gh
 
off
er
in
g 
in
di
vi
du
al
 a
nd
 g
ro
up
 
se
ss
io
ns
 fo
r u
p 
to
 2
6 
w
ee
ks
Pa
tie
nt
s (
n 
=
 1
31
5)
 re
fe
rr
ed
 th
ro
ug
h 
pr
im
ar
y 
ca
re
 d
ue
 to
 m
et
ab
ol
ic
, 
or
th
op
ae
di
c,
 a
nd
 c
ar
di
ov
as
cu
la
r 
co
nd
iti
on
s
D
at
a 
re
co
rd
ed
 b
y 
ex
er
ci
se
 
pr
of
es
si
on
al
 in
cl
ud
ed
: o
ut
co
m
e 
co
m
pl
et
io
n,
 b
lo
od
 p
re
ss
ur
e 
re
du
ct
io
n,
 a
nd
 b
od
y 
m
as
s 
re
du
ct
io
n,
 w
ith
 a
ge
, g
en
de
r, 
et
hn
ic
ity
, o
cc
up
at
io
n,
 a
nd
 re
as
on
 
fo
r r
ef
er
ra
l
57
%
 p
at
ie
nt
s c
om
pl
et
ed
 p
ro
gr
am
m
e,
 
49
%
 w
ith
 re
du
ce
d 
bl
oo
d 
pr
es
su
re
, 
gr
ea
te
r f
or
 sk
ill
ed
 m
an
ua
l t
ha
n 
ot
he
r o
cc
up
at
io
na
l g
ro
up
s, 
an
d 
33
%
 w
ith
 re
du
ce
d 
bo
dy
 m
as
s;
 
3-
st
ag
e 
bi
na
ry
 lo
gi
st
ic
 re
gr
es
si
on
 
fo
un
d 
hi
gh
er
 c
om
pl
et
io
n 
ra
te
s 
as
so
ci
at
ed
 w
ith
 a
ge
 in
cr
ea
se
, a
nd
 
lo
w
er
 c
om
pl
et
io
n 
ra
te
s a
ss
oc
ia
te
d 
w
ith
 p
ul
m
on
ar
y 
ill
-h
ea
lth
 
la
m
b 
et
 a
l. 
(2
00
2)
rC
t 
co
m
pa
re
d 
co
m
m
un
ity
 w
al
ki
ng
 
sc
he
m
e 
pl
us
 a
dv
ic
e 
on
 p
hy
si
ca
l 
ac
tiv
ity
 a
nd
 c
ar
di
ov
as
cu
la
r h
ea
lth
 
by
 a
 h
ea
lth
 c
ar
e 
pr
of
es
si
on
al
, w
ith
 
ad
vi
ce
-o
nl
y 
co
nt
ro
ls
Pa
rt
ic
ip
an
ts
 (n
 =
 2
60
) a
ge
d 
40
–7
0 
ye
ar
s t
ak
in
g 
<
12
0 
m
in
 
m
od
er
at
e 
in
te
ns
ity
 a
ct
iv
ity
 p
er
 
w
ee
k,
 e
xc
lu
di
ng
 th
os
e 
w
ith
 re
ce
nt
 
ill
ne
ss
Pe
rc
en
ta
ge
 o
f i
nc
re
as
ed
 a
ct
iv
ity
 to
 
>
12
0 
m
in
 p
er
 w
ee
k 
at
 b
as
el
in
e,
 
6-
 a
nd
 1
2-
m
on
th
s, 
an
d 
m
ea
su
re
s 
of
 a
er
ob
ic
 c
ap
ac
ity
, B
M
I, 
bl
oo
d 
pr
es
su
re
 a
nd
 c
ho
le
st
er
ol
Ch
i s
qu
ar
ed
 te
st
s s
ho
w
ed
 si
gn
ifi
ca
nt
 
im
pr
ov
em
en
t i
n 
ae
ro
bi
c 
ca
pa
ci
ty
 
fo
r b
ot
h 
gr
ou
ps
 a
nd
 n
o 
di
ffe
re
nc
es
 
in
 se
lf-
re
po
rt
ed
 p
hy
si
ca
l a
ct
iv
ity
 fo
r 
in
te
nt
-t
o-
tr
ea
t a
na
ly
si
s;
 h
ea
lth
 
w
al
ks
 m
or
e 
eff
ec
tiv
e 
th
an
 a
dv
ic
e 
on
ly
 fo
r 7
3%
 p
ar
tic
ip
an
ts
 w
ho
 
co
m
pl
et
ed
 tr
ia
l
M
ilt
on
 (2
00
8)
U
ni
ve
rs
ity
 re
po
rt
 o
n 
ea
st
er
n 
an
d 
Co
as
ta
l K
en
t s
ch
em
e,
 d
ev
el
op
ed
 
ov
er
 1
4 
ye
ar
s;
 ta
ilo
re
d 
12
-w
ee
k 
tw
ic
e-
w
ee
kl
y 
pr
og
ra
m
m
es
 
ev
al
ua
te
d 
ov
er
 th
re
e 
(2
00
5–
08
)
Pa
tie
nt
s (
n 
=
 6
54
1)
 <
59
 y
ea
rs
 
re
fe
rr
ed
 b
y 
he
al
th
 p
ro
fe
ss
io
na
l f
or
 
co
nd
iti
on
s i
nc
lu
di
ng
 d
ia
be
te
s, 
hy
pe
rt
en
si
on
, o
be
si
ty
, m
us
cu
-
la
r-
sk
el
et
al
 a
nd
 m
en
ta
l h
ea
lth
 
is
su
es
ev
al
ua
tio
n 
at
 b
as
el
in
e 
an
d 
12
-w
ee
ks
: D
em
og
ra
ph
ic
s a
nd
 
ph
ys
io
lo
gi
ca
l i
nd
ic
at
or
s p
lu
s 
qu
al
ita
tiv
e 
co
m
po
ne
nt
 e
xp
lo
rin
g 
pa
tie
nt
 a
tt
itu
de
s t
ow
ar
ds
 
ph
ys
ic
al
 b
eh
av
io
ur
Pa
rt
ic
ip
an
ts
 w
ho
 c
om
pl
et
ed
 sc
he
m
e 
(n
 =
 1
42
3)
 sh
ow
ed
 re
du
ct
io
n 
in
 
bl
oo
d 
pr
es
su
re
, d
ec
re
as
e 
in
 b
od
y 
fa
t (
m
ea
n=
1.
5%
); 
re
as
on
s f
or
 
dr
op
pi
ng
 o
ut
: r
is
k 
of
 jo
in
t d
am
ag
e,
 
in
cr
ea
se
 in
 c
os
t o
f a
tt
en
di
ng
 a
ft
er
 
12
 w
ee
ks
, p
ar
tic
ip
an
ts
 fe
lt 
pr
og
ra
m
m
es
 w
er
e 
in
ap
pr
op
ria
te
 
an
d 
w
er
e 
de
m
ot
iv
at
ed
 a
t n
ot
 
ac
hi
ev
in
g 
fit
ne
ss
 a
im
s
M
un
ro
 e
t a
l. 
(2
00
4)
Cl
us
te
r r
Ct
 w
ith
 1
2 
ge
ne
ra
l 
pr
ac
tic
es
 a
cr
os
s s
he
ffi
el
d 
no
t 
pr
ev
io
us
ly
 ru
nn
in
g 
ex
er
ci
se
 
re
fe
rr
al
 sc
he
m
es
 (8
 p
ra
ct
ic
es
 
as
si
gn
ed
 to
 in
te
rv
en
tio
n 
gr
ou
p;
 4
 
to
 c
on
tr
ol
 g
ro
up
); 
fr
ee
, l
oc
al
ly
 h
el
d 
ex
er
ci
se
 c
la
ss
es
 o
ve
r t
hr
ee
 y
ea
rs
Pa
tie
nt
s (
n 
=
 6
42
0)
 a
ge
d 
65
+
 
re
fe
rr
ed
 b
y 
G
P 
ex
cl
ud
in
g 
th
os
e 
w
ith
 p
hy
si
ca
l a
ct
iv
ity
 sc
or
e 
in
 to
p 
20
%
sF
-3
6 
an
d 
PA
Q
 fo
r o
ld
er
 a
du
lts
 a
t 
ba
se
lin
e,
 2
- a
nd
 3
-y
ea
rs
, w
ith
 
co
va
ria
te
s o
f a
ge
, g
en
de
r, 
sm
ok
in
g,
 w
he
th
er
 li
vi
ng
 a
lo
ne
 
an
d 
ho
sp
ita
l a
dm
is
si
on
s <
2 
ye
ar
s 
pr
io
r t
o 
in
te
rv
en
tio
n;
 a
nd
 
in
st
ru
m
en
ta
l c
os
t p
er
 Q
Al
Y
N
o 
gr
ou
p 
di
ffe
re
nc
es
 b
et
w
ee
n 
he
al
th
 
se
rv
ic
e 
us
e 
or
 d
ea
th
 ra
te
; w
he
n 
ad
ju
st
ed
 fo
r b
as
el
in
e,
 in
te
rv
en
tio
n 
gr
ou
p 
sh
ow
ed
 h
ig
he
r h
ea
lth
 st
at
us
 
fo
r “
en
er
gy
” d
im
en
si
on
 o
f s
F-
36
; 
an
nu
al
 c
os
t p
er
 p
ro
gr
am
m
e 
ar
ou
nd
 
€1
28
,3
02
 e
ur
os
 (m
ea
n 
€1
26
 p
er
 
se
ss
io
n)
; f
or
 su
rv
ey
 c
om
pl
et
er
s 
(n
 =
 1
05
2)
 m
ea
n 
co
st
 p
er
 Q
Al
Y 
of
 
€1
7,
17
2 
eu
ro
s s
ee
n 
as
 c
os
t e
ffe
ct
iv
e
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Sc
he
m
e
Au
th
or
s
In
te
rv
en
tio
n
Pa
rt
ic
ip
an
ts
 
M
ea
su
re
s
A
na
ly
si
s 
an
d 
fin
di
ng
s
M
ur
ph
y 
et
 a
l. 
(2
01
2)
rC
t 
“W
al
es
 N
at
io
na
l e
xe
rc
is
e 
re
fe
rr
al
 
sc
he
m
e”
, c
om
pa
re
d 
ex
er
ci
se
 
in
te
rv
en
tio
n 
w
ith
 n
or
m
al
 c
ar
e;
 a
nd
 
co
st
 e
ffe
ct
iv
en
es
s o
f 1
6-
w
ee
k 
pr
og
ra
m
m
e 
of
 tw
ic
e-
w
ee
kl
y,
 
on
e-
to
-o
ne
 o
r g
ro
up
 e
xe
rc
is
e 
in
st
ru
ct
io
n
se
de
nt
ar
y 
pa
tie
nt
s (
n 
=
 2
16
0)
 a
ge
d 
16
–8
8 
re
fe
rr
ed
 b
y 
G
P 
fo
r C
H
D
 ri
sk
 
al
on
e 
or
 m
en
ta
l i
ll-
he
al
th
 a
lo
ne
 
(m
ild
-t
o-
m
od
er
at
e 
an
xi
et
y,
 
de
pr
es
si
on
, o
r s
tr
es
s)
 o
r f
or
 C
H
D
 ri
sk
 
an
d 
m
en
ta
l i
ll-
he
al
th
 c
om
bi
ne
d
M
ea
su
re
s a
t b
as
el
in
e 
an
d 
16
 w
ee
ks
 
us
in
g 
7d
PA
rs
, H
AD
s 
an
d 
eQ
5D
 
an
al
ys
ed
 o
n 
an
 in
te
nt
io
n 
to
 tr
ea
t 
ba
si
s;
 fo
llo
w
-u
ps
 a
t 1
2 
m
on
th
s 
us
in
g 
te
le
ph
on
e 
an
d 
po
st
al
 
qu
es
tio
nn
ai
re
s 
47
%
 in
te
rv
en
tio
n 
gr
ou
p 
(n
 =
 4
73
) 
co
m
pl
et
ed
 p
ro
gr
am
m
e;
 o
rd
in
al
 
re
gr
es
si
on
 fo
un
d 
ex
er
ci
se
 e
ffe
ct
iv
e 
fo
r C
H
D
-a
lo
ne
 o
nl
y;
 th
os
e 
re
fe
rr
ed
 fo
r 
m
en
ta
l i
ll-
he
al
th
 sh
ow
ed
 n
o 
si
gn
ifi
ca
nt
 d
iff
er
en
ce
 b
et
w
ee
n 
in
te
rv
en
tio
n 
an
d 
co
nt
ro
l g
ro
up
s;
 c
os
t 
pe
r p
ar
tic
ip
an
t f
or
 1
6-
w
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Of the social prescribing schemes that employed qualitative and mixed methods studies, 
the largest number was for Arts on Prescription. Data collection across schemes consisted 
mainly of interviews (in-depth, semi-structured and follow-up), though focus groups; ques-
tionnaires (postal or phone); and surveys were also employed. Although the review focused 
on studies of patient data, some studies included interviews with GPs, other health practi-
tioners and facilitators who also provided diary entries. Most methods of analysis comprised 
thematic analysis, with one study of Time Banks (Boyle, Clark, & Burns, 2006) carrying out 
interpretative phenomenological analysis.
Referral pathways
Historically, UK social prescribing schemes were based on exercise or self-help books and 
involved general practice referral. More recently, referral has widened to other health pro-
fessionals within primary care such as practice nurses or physiotherapists and beyond, includ-
ing pharmacists, reducing the burden on general practitioners. Social prescribing occurs 
directly through clinician referral, or indirectly through a link worker (referral agent or nav-
igator) acting as a bridge between primary care and community resources (Figure 2). 
Providing general practices with link workers who have knowledge of local organisations 
can improve patient access to community and voluntary sector resources which can be 
boosted by personal support.
In addition to grant-funding, two other funding pathways have been advocated: (i) directly 
commissioned from service providers, possibly in conjunction with local authorities; (ii) 
directly funded by patients given personal budgets to buy services to manage long-term 
conditions, or from their own funds. As NHS patient services are commissioned by Clinical 
Commissioning Groups it is essential that social prescribing is factored into UK Department 
of Health policy, so that schemes are incorporated into NHS commissioning processes (Public 
Health England, 2015).
GP / primary 
care staff refers 
patient to 
suitable 
scheme from 
those available
Patient 
telephones 
scheme contact 
person for initial 
interview and 
assessment 
Patient attends 
scheme and 
reassessment 
after a fixed 
number of 
sessions (free 
or subsidised) 
Reassessment 
is fed back to 
GP; patient is 
signposted to 
similar activities 
(often incurring 
cost) Patient in 
primary care 
presents with 
non-clinical /
psycho-social 
symptoms Primary care staff refer 
patient to link 
worker based 
in primary care 
practice or 
charity 
Link worker 
interviews 
patient to 
determine 
suitable 
scheme
available from 
directory
Patient attends 
scheme, and 
reassessment 
after a fixed 
number of 
sessions (free 
or subsidised) 
Reassessment 
is fed back to 
link worker; 
patient is 
signposted to 
similar activities 
(often incurring 
cost)
Figure 2. examples of social prescribing referral pathways in UK primary care.
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Outcomes
Key outcomes of the reviewed studies revealed multiple benefits reported by participants 
and referrers directly engaged in social prescribing:
•  Increases in self-esteem and confidence, sense of control and empowerment;
•  Improvements in psychological or mental well-being, and positive mood;
•  Reduction in anxiety and/or depression, and negative mood;
•  Improvements in physical health and lifestyle;
•  Reduction in visits to general practitioners, referring health professionals and primary 
or secondary care services;
•  Provision to general practitioners of a range of options to complement medical care 
for a more holistic approach;
•  Increases in sociability, communication skills and social connections;
•  Reduction in social isolation and loneliness, support for hard-to-reach people;
•  Improvements in motivation and meaning in life providing hope and optimism; and
•  Acquisition of learning, new interests and skills.
Discussion
The review evidenced various methods of evaluating a range of social prescribing schemes 
to provide proof of patient and referrer benefits. More than half of the articles and reports 
reviewed did not employ any quantitative methods, with most quantitative evaluations 
occurring in studies of Exercise Referral. Over half of the Arts on Prescription studies used 
qualitative analysis of interview material and under half employed measures such as 
WEBWMS; only one of these carried out inferential statistic tests and the remainder used 
descriptive statistics such as percentage change. Considering some of the limitations of 
quantitative questionnaires, which were not developed in arts and health contexts, quali-
tative methods may often be more suitable for understanding how Arts and Prescription 
works and what kind of impacts it has on well-being. There have been no reported evaluations 
for Books on Prescription using either quantitative or qualitative methodologies during the 
15-year span of this review. These findings were in keeping with Kilgarriff-Foster and 
O’Cathain’s (2015, p. 11) scoping review that noted stakeholders perceived social prescribing 
as feasible and acceptable in improving well-being and reducing the use of health services 
yet there was “limited quantitative evidence of its effectiveness”.
Stickley and Hui (2012a, p. 574) found that Arts on Prescription participants experienced 
social, psychological, and occupational benefits, although reported that these could not be 
easily separated. Typically, Arts on Prescription schemes analysed smaller sample sizes (<80) 
tending to carry out qualitative analyses where smaller samples are generally acceptable 
and more feasible. This needs to be taken in context, however; Arts on Prescription, unlike 
Exercise Referral, has been offered on a much smaller scale in the UK and in other countries. 
Funding for exercise and sports programmes has historically far exceeded arts funding, 
which arguably, may not have allowed for the development of organised and sustainable 
Arts on Prescription programmes until recently.
For Books on Prescription, the review found no UK publications looking specifically at 
participant outcomes, though a study of dementia risk (Verghese et al., 2003) compared the 
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relative effectiveness of different activities including reading, that was second to dancing, 
and Mindlab International (2009) found that reading was a beneficial form of relaxation 
though did not test Books on Prescription service-users. Education on Prescription, Healthy 
Living and Time Bank schemes also lacked evidence of their efficacy with just one evaluated 
study for each. It is possible though that some of these programmes were included in the 
general appraisal of eight studies of social prescribing in specific geographic locations (e.g. 
Bradford, Keynsham, Rotherham, Sefton, Salford and Stockport).
Of the 40 studies reviewed, 35 included details of sample size though only 6 reported 
effect sizes or indicated whether power calculations had been carried out. Whilst seven 
studies reported large sample sizes (1000+) (Crone, Johnston, Gidlow, Henry & James, 2008; 
Dayson & Bashir, 2014; Flannery, Loughren, Baker & Crone, 2014; James et al., 2009; Milton, 
2008; Munro, Nicholl, Brazier, Davey, & Cochrane, 2004; Murphy et al., 2012) most were based 
on sample sizes of 10 to 50 which could impact the significance of the findings. Many studies 
with a qualitative approach did not report data from baseline or programme start so it is 
difficult to gauge their impact on participants.
One issue with studies using validated quantitative scales particularly with self-report is 
whether scales have been completed correctly; WEBWMS (Tennant et al., 2007) for example, 
requires that for scoring to be accurate, all questions are completed using a five-point scale. 
Although the authors of the present review disagree, White and Salamon (2010) noted a 
mid-programme Arts on Prescription change from 14-item to 7-item WEMWBS and wrote 
that this invalidated the measures due to lack of consistency. Lovell and Bockler (2007) used 
HADS with participants with mild-to-moderate health issues but were unable to carry out 
statistical analysis due to insufficient data; some of the forms were incorrect or incomplete 
in the way they were completed.
Despite the plethora of 17 measurement scales across 14 studies, only half employed 
statistical tests. Those not using inferential statistics comprised five studies comparing means 
and percentages but failing to indicate significant differences, and two studies conducting 
no analyses because of inaccurate self-report or mid-programme scale change. Yorkshire 
and Humber AgeUK (2011), for example used WEMWBs to compare pre-post means but 
conducted no inferential statistics so were unable to determine whether reported differences 
were statistically significant. Determining statistical significance is important because it 
allows the findings to be generalised to wider populations.
With the exception of eight RCTs (Duda et al., 2014; Grant et al., 2000; Harrison, Roberts, 
& Elton, 2005; Isaccs et al., 2007; Lamb, Bartlett, & Ashley, 2002; Munro et al., 2004; Murphy 
et al., 2012; Potter, 2013), the review found a lack of control groups, such as wait-list, life-as-
usual or information-only comparators, to contrast with intervention group findings. The 
use of control groups can incur higher costs and require greater expertise in analysis though 
can provide robust evidence as to efficacy of schemes. Many studies compared measures 
at baseline with those at programme-end though cross-programme comparisons are difficult 
because of differing intervention durations (6 weeks to 18 months) and the various measures 
employed. It is also likely that a typical 10–12-week intervention with no follow-up measures 
may not reliably demonstrate longer term benefits.
It is not surprising that the review found more evaluated studies of Exercise Referral than 
other interventions as Pavey et al. (2011a,b,c) reported over 600 UK schemes. NICE (2006) 
determined, however, that evidence to support their use as interventions was insufficient. 
NICE (2014) noted the main issue with Exercise Referral was the paucity of evidence as to 
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whether increases in physical activity were sustained beyond the initial intervention and, 
also the cost of running subsidised schemes. Other authors (e.g. Mental Health Foundation, 
2005) found that reasons for participant attrition included limited choice of activities and 
sessions not subsidised beyond the initial intervention. Harrison et al.’s (2005) RCT of Exercise 
Referral with sedentary adults compared a local authority scheme with a written informa-
tion-only intervention and found a significant increase in physical activity after 6 months 
but after 12 months the small increase was non-significant.
Even if not conducting an RCT, it is important to set up social prescribing schemes with 
methods of evaluation in place; mixed methods are ideal in that quantitative scales can be 
used to compare measures at baseline with progress or stability over time, and qualitative 
measures can capture the lived experience of participants during and after the intervention. 
The extent and thoroughness of any evaluation will depend on the importance of evidencing 
outcomes, expectations of funders and available resources. There is definitely not a “one size 
fits all” approach to evaluation and as this review has evidenced, it is essential to discuss 
with those who commission social prescribing programmes, as well as participants, what 
they expect from the intervention. Furthermore, schemes such as Arts on Prescription are 
likely to benefit from methods which are able to capture the more creative nature of the 
activities. As Stickley and Hui (2012a) noted Arts on Prescription participants reported mul-
tiple outcomes and it could be argued that schemes involving arts and creativity offer a 
more holistic approach to tackle complex health problems. As neuroscience offers greater 
insights into how the brain responds cognitively and emotionally to creativity (e.g. Vartanian, 
Bristol, & Kaufman, 2013) more innovative methods may be required to capture the varied 
benefits of engaging in arts.
An exemplary UK health and well-being intervention that social prescribing schemes 
might emanate was “Well London” (Phillips et al., 2014). Phase 1 of the community engage-
ment intervention combined a cluster RCT with qualitative research within a mixed methods 
approach. The programme compared populations from 20 geographic target sites with 20 
matched control sites from London’s census-defined poorest areas. Projects focused on 
physical activity, healthy eating, mental well-being, local environment, arts and culture, with 
a view to building community capacity and cohesion. A random sample of 4000 adults were 
surveyed before and after the intervention across sites. Primary outcomes were effects on 
healthy eating, physical activity and mental well-being. Secondary outcomes were a range 
of other eating, activity, well-being and social cohesion measures. The quantitative approach 
was complemented with qualitative interviews with intervention and control group resi-
dents. Although no statistically significant difference was found for primary outcomes, two 
secondary outcomes were significant; compared with controls, the intervention group ate 
more healthily and thought that people pulled together more to improve the local area.
It is important that social prescribing schemes take into account lessons learnt through 
evaluation of programme outcomes. Well London Phase 2 evolved from Phase 1 where target 
sites were located within natural neighbourhoods rather than census defined, and commu-
nities shaped local project delivery. Phase 2 has started to explore how the intervention 
could be scaled-up to reach larger audiences. Scaling up service provision to a system-wide 
health care intervention is another important aspect of social prescribing, particularly for 
initiatives that are successful at a modest level and can acquire sufficient investment.
Deciding on outcome measures will vary depending on the reasons for referral, type of 
social prescription, the needs of participants and the resources available for evaluation. 
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Outcomes currently measured and assessed include subjective well-being, quality of life, 
behaviour change, physiological changes, health service and medication usage. The NHS 
Confederation (2014) advocated that service providers should monitor outcomes from inter-
ventions, consider using externally sourced evaluations and different approaches, and meas-
ure social impact using social return on investment (SROI). Rather than use a single method 
to assess outcomes, whenever resources allow, it is preferable to gather converging evidence 
using mixed methods (quantitative and qualitative approaches). It is also important to embed 
feedback from all key stakeholders in evaluation including referrers, providers and 
participants.
Conclusions
Social prescribing, including arts on prescription, is an innovative approach to public health, 
as it advocates the use of voluntary and third sector organisations and creates referral path-
ways so that primary care patients with non-clinical needs can be directed to these sources 
of community intervention. As a part of social prescribing, arts on prescription programmes 
offer a wide range of opportunities to people across all age groups, different ability levels, 
and various physical and mental health needs, and could offer a more comprehensive 
approach than other schemes. South, Higgins, Woodall, and White (2008, p. 310) recognised 
the importance of the voluntary sector in contributing to individual and community health 
but found that “links between primary health care services and the voluntary and community 
sector are often underdeveloped”. As general practitioners and other health care profession-
als may not be aware of the diversity of local scheme or have the time to do this, “link workers” 
or “navigators” with local knowledge linked to or based primary health care settings, are 
typically employed. Social prescribing therefore has the potential to improve the health and 
well-being of patients presenting with psychosocial needs by accessing resources and social 
support from outside of primary care.
While some patients are helped by referral to mental health practitioners, others might 
benefit from social prescribing schemes offered as an adjunct to IAPT provision or other 
services, or while waiting to receive these. It is also important to look for other sources of 
provision within the community to offer non-clinical interventions linked to a range of main-
stream health interventions. Within arts and health, participatory arts programmes (Mental 
Health Foundation, 2011) and museums and galleries (Camic & Chatterjee, 2013; Chatterjee 
& Noble, 2013), for example, as community resources are well-placed to promote health and 
well-being activities in non-traditional audiences as are other cultural, arts, environmental, 
exercise and socially oriented programmes. Social prescribing is a process where social care 
organisations, local councils and other community organisations that work directly with 
people can become involved with their needs. Through identifying local programmes, 
expanded community resources can be developed to address many social, health and 
well-being issues. This review demonstrates that robust evaluation is vital; whilst some social 
prescribing schemes have been well evidenced, other schemes, such as Books on Prescription 
require a better evidence base.
NICE (2008) made recommendations that community referral should evaluate the effects 
of social prescribing on longer term health outcomes; benefit from lessons learnt in engaging 
with communities to improve their health; and determine the amount of time and funding 
needed to evidence sustained health improvements. The review indicates that these 
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recommendations have only been partially met though the Healthy London Partnership 
(2017) report on social prescribing provides a framework for monitoring and evaluating 
schemes with a focus on cost-effectiveness and other outcomes (personal, health and 
well-being, quality of life and service activity).
To reduce future health costs, a stronger focus on collaborative commissioning of services 
and interventions is needed which would involve the strategic promotion of mental well-be-
ing, mental capital, creativity and resilience as outcomes. Within in the context of the arts, 
this would open opportunities for artists and arts organisations to either partner with others 
or develop on their own, Arts on Prescription referrals in local communities. It is important 
to make connections with a far wider range of stakeholders than previous traditional health 
models where partners might include community services, such as business, education, and 
leisure sectors, in addition to local third sector and voluntary agencies. In tandem, robust 
evaluation of such schemes are needed which integrate the views of all key stakeholders 
including patients, referrers, commissioners and providers, to ensure that as schemes are 
developed that they meet primary health care objectives as well as delivering the wider 
quality-of-life outcomes characteristic of non-clinical interventions.
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